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The state charges cost sharing to ail categorically needy (Mandatory Coverage and Options for Coverage) individaals.

Services or Items with the Same Cost Sharing Amount for All Incomes

Yes

Dollars or

Service or ltém Amount  |Percentage Unit Explanation

+ $ 1 iOther

Services or Items with Cost Sharing Amounts that Vary by Income

Service or Item:EGencric & preferred brand name drugs

Remove Service

or Item
Indicate the income ranges by which the cost sharing amount for this service or item varies.
Incomes | Incomes Less Doltars or
Greater than |than or Equal to| Amount  [Percentage Unit Explanation
g 0% FPL 50% FPL 0.00 $ H}?rescription X
50%FPL  [Noupper limit 1.00 Copayment charged for each covered drug
dispensed. The cost to the State is determined
without regard to federzl financial
participation in the Medicaid program or any
L rebates received. Any brand-name drig not
+ $ Prescription g iiect fo prior approval based on non- X
preferred status on the preferred drug Hst
publistied by the Department pursuant Lo
lowa Code Section 249A.20A shall be treated
as a preferred brand-name drug,

Service or Item:jNon-preferred brand-name drugs for which the cost to the State is $25.01 to $50

Remove Setvice

or Ifein
Indicate the income ranges by which the cost sharing amount for this service or itern varies.
Incomes Incomes Less Dollars or
Greater than jthan or Bqual to| Amount  |Percentage Unit Explanation
4 0% FPL - |50%FPL 0.00 $ HPr‘escriptio N X
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Medicaid Premiums and Cost Sharing

Incomes Incomes Less Poliars or
Greater than [than or Equal to] Amoum  |Percentage Unit Explanation
50%FPL  |No upper limit 200 Copaymient charged for eack covered drug
dispensed. The cost to the State is determined
without regard to federal financial
participation in the Medicaid program or aty
iR § Prescription rebates reccived. Any brand-name drug not

subject to prior approval based on non-
preferred status on the preferred drug list
published by the Department pursuant to
Jowa Caode Section 249A,20A shall be treated

as a preferred brand-name drug.

Service or Item:{Non-preferred brand-name drugs for which the cost to the state is $50.01 or more

or ftem

Remove Service

indicate {he income rarges by which the cost sharing amount for this service or ilein varies.

Incomes
Greater than

Incomes Loss
than or Equal to

Amount

Dollars or
Unit

Percentage

Explanation

0% FPL

50% FPL

0.00

EPrescription

50% FPL

No upper limit

3.00

Prescription

Copayment charged for each covered drug
dispensed. The cost to the State is determined
wilhiout regard io federal {inancidl
participation in the Medicaid program or any
rebates received. Any brand-name drug not
subject to prior approval based on non-
preferred status on the preferred drug list
published by the Department puzsuant to
Towa Code Section 249A.20A shall be ireated

as a preferred brand-name drug.

Service or Etem:lChiropractor services

or ltem

Remove Service

Indicate the income ranges by which the cost sharing amount for this service or ilem varies.

Incomes Incommes Less Dollars or
Greater than ithan or Equal to| Amount  |Percentage Unit Explanation
0% FPL 50% FPL. 0.00 H
+ % Yo $ Day
o 50%FPL  |No upper limit 1.00? i!Dav- Copayment charged for the total services
- rendered on a given date.

Service or [tem:[Physical therapy

~orlem

Remove Service

Indicate the income ranges by which the cost sharing amount for this service or item varies.

Incomes Incomes Less Dollars or
Greater than [than or Equal to;  Amount  Porcontage Unit Explanation
e 0% FPL 50% FPL 0.00 (B___‘ E?L__-
-+ 30%TFPL (Wo upperlimit 1.00 i']; Copayment charged for the total services
3 a rendered on a given date.

Service or Item:|Podiatrist services

or Hem

Remove Setvice
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Medicaid Premiums and Cost Sharing

Indicate the income ranges by which the cost sharing amount for this service or item varies.

Incomcs Incomes Less Dollars or
Greater than ithan or Equal to| Amount  |Percentage Explanation
0, O
o 0% FPL 50% FPL 0.0{) E X
+ 50% FPL  [No upper limit 1.00 ’ ID Copayment charged for the total services X
ay rendered on a given date,

Service or Jtem:|Ambulance services

Remove Service

or fiem
Indicate the income ranges by which the cost sharing amount for this service or item varies,
Incomes | Incomes Less Doliars or
Greater than [than or Equal tof Amount |Percentage Explanation
+ 0% FPL, 50% FPL 0_0(} E X
e 50%FPL  {No upper limit 2.00 i D Copayment chargod for the total scrvices ¥
' & rendered on a given date. ke

Service or ltem:] Audiologist services

or [tem

Remove Service

Indicate the income ranges by which the cost sharing amount for this service or item varies.

Incomes | Incomes Less Dollars or
Greater than |than or Equal to] Amount  [Percentage Usit Explanation
0, £00,
S 0% FPL. 30% FPL 0.00 S HD&F x
509%FPL  |No upper hmit 2.004 Copayment charged for the total services
+ $ ,ED ay rendered on a given date. X

Service or ltemjHearing aid dealer

Remove Service

or [tem
Indicate the income ranges by which the cost sharing amount for this service or ifem varies.
Incomes Incomes Less Dollars or

Greater than {than or Equal to| Amount |Percentage Unit Explanation

Q, )
o= [0 Yo FPL 50% FPL 0, 00 ! t X
+ 30%FPL No upper limit ; H Copayment charged for the total services X

rendered ol a given dale,

Service or Llem:{Medical equipment, appliances, prosthetic devices, and sickroom supplies

Remove Service

or [tom
Indicate the income ranges by which the cost sharing amount for this sexvice or ilem varies.
Incomes Incomes Less Dollars or

Greater than |than or Equal tof  Amount Explanation

0, G,
o+ 0% FPL 50% FPL 000 X
o+ 50% FPL No upper limit 2.00 Copayment charged for the total services X

rendered on 4 given date.

Service or ltem jOptician services

or lem

Remove Service

Indicate the income ranges by which the cost shating amount for this service or item varies.
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Medicaid Premiums and Cost Sharing

Doliars or

Incotnes Tncomes Less
Greater than than or Equal to] Amount  {Percentage Unit Explanation
0, Q,
o 0% FPL 50% FPL 0.0{) |Dav X
& 50%FPL  |No upper limit 2,00 S E b Copayment charged for the total services ¥
ay rendered on a given date,

Service or Item:}Optometrist services

Indicate the income ranges by which the cost sharing amount for this service or item varies.

Remove Service
or ltem

Incomes Incomes Less Dollars or
Greater than [than or Equal to;  Amount  [Percentage Explanation
ok 0% FPL 50% FPL 0.00 H X
50% FPL |No upper limit 2,000 i Copayment charged for the total services
+ $ Day rendered on 4 given date. X

Service or Item{Orthopedic shoes

Indicatc the income ranges by which the cost sharing amount for this scrvice or item vatics.

Remove Service
or Item

Incomes | Incomes Less Dollars or
Greater than ithan or Equal to] Amocunt  Percentage Explanation
e 0% FPL 50% FPL 0.00 L..,__; [_____W.J X
- 50% FPL No upper dimit 2.0 I Copayment cliarged for the total seivices X
tendered on a given date.

Service or ltem:Psychologist services

Remove Service

or ltom
Indicate the income ranges by which the cost sharing amount for this service or item varies.
Incomes | Incomes Less Dollars or

Greater thap |than or Equal toj  Amount  [Percentage Unit Explanation

[} S0,
+ 0% FPL 50% FPL 0.00 l$ t X
o+ 50% FPL No upper limif 2.00 ‘ Copayment charged for the fotal services X

l rendered on a given date.

Service ot ltem:}Rehabilitation agency services

Indicate the income ranges by which the cost sharing amount for this service or item varies.

Remiove Service
or ftem

Incomes Incomes Less Dollars or
Greater than |than or Equal to| Amount  |Percentage Unit Explanation
LV w ar T
+ 0% FPL 50% FPL 0.00 $ EDay X
+ 50%FPL  |Noupper limit 2000 ; b Copayment charged for the total services X
$ i rendered on a given date. -

Service or ltem:{Hearing aids

Remove Service
or [tem

Indicate the income ranges by which the cost sharing amount for this service or item varies.

Transmitial Nunihe

re IA-17-000%
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Medicaid Premiums and Cost Sharing

Service or len:|Services rendered in a physician (MD/DQ) office visit

Tndicate the income ranges by which the cost sharing amount for this service or item varies.

Tncomes Incomes Less Dollars or
Greater than |than or Equal to| Amount |Percentage Unit Explanation
0, 0,
e 0% FrL 50% FPL 0.00 $ ! Day ¥
N 50% FPL No upper limit 3.00 $ { De Copayment charged for the total services X
” ay rendered on a given date
Remove Seivice

orliem

Incomes Incomes Less Dollars or
Greater than {than or Equal to| Amount Explanation
R 0% FPL 50%FPL (.00 X
e 50% FPL No upper lunit 300 Copayment charged for the total services X
rendered on a given date, '

Service or Item:iMcdicare Part B crossover ¢laims

Indicate the income ranges by which the cost sharing amount for this scrvice or ifem varics.

Remove Service
or tem

Incomes Incomes Less Dollars or
Greater than |than or Bqual to] Amount  {Percentage Unit Explanation
+ 0% 50% FPL 0.00 3 E Other X
50%FPL [No upper kimit 1.00 Dually eligible (Medicare and Medicaid)
members must make a copayment for cach
o} $ Other Medicare Part B (crossover) claim submitted | 3§
to Medicaid, for services for whick Medicaid
iotherwise collects a copayment.

Service or Item:Non-Emergency use of the ER

Indicate the income ranges by which the cost sharing amount for this sexvice or item varies.

Remove Service

or [tem

Incomes Incomes Less Dollars or
Greater than |than or Equal to| Amount  |Percentage Unit Explanation
- 0% 50% 0.00 $ lViSi t x
50% No upper limit 3.00 Copayment charged for nonemergency
=+ $ Visit services when provided in a hospital X
emeIgency room,
] Add Service or liem
Cost Sharing for Non-preferred Drugs Charged to Otherwise Exempt Individuals
If the state charges cost sharing for non-preferred drugs (entered above), answer the following question:
The state charges cost sharing for non-preferred drugs (o otherwise gxempt individuals. No
Transmittal Number: 14-17-0009 Supersedes Transmittal Number: [4-16-002 Approved Effective Date: July 1, 2017
Approval Date: Qeiober 19, 2017 Page 50f 6




Medicaid Premiums and Cost Sharing

Cost Sharing for Non-emergency Services Provided in the Hospital Emergency Bepartment Charged to Otherwise
Exempt Endividuals

If the state charges cost sharing for non-emergency services provided in the hospital emergency department (entered gbove), answer
the following question:

The statc charges cost sharing for non-cimergency scrvices provided in the hospital omergency department to otherwise No
exempt individuals.

PRA Disclosure Statement
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid OMB control number, The valid OMB control number for this information collection is 0938-1148, The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resoutces, gather the data needed, and coniplete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Atin: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850,

V.20140415
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